We have read with interest the article "A comparative analysis on various techniques of incisional hernia repair-experience from a tertiary care teaching hospital in South India" by Kumar et al. [1] . We would like to complement the authors for managing such a large number of patients within a time span of 2 years and following them over a period of 5 years. We believe that certain aspects of this article need clarification: preperitoneal mesh placement was coined "onlay meshplasty" in the introduction but "underlay repair" in the comments section. Traditionally, an onlay repair denotes the site of implantation of the mesh on the anterior rectus sheath, inlay repair implies fixation of the mesh to the aponeurotic edges of the rectus sheath, and underlay or sublay repair means the mesh is placed in the retrorectus and preperitoneal space [2] .
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The patients were subjected to different techniques of repair irrespective of the size of hernia and followed up for 5 years as per the prospective study protocol; however, the analysis section mentioned that anatomical repair was attempted in patients with size of defect less than 5 cm, while patients were followed up for a variable period of 2-24 months.
The authors had observed statistically significant difference in the intensity of postoperative pain and the rate of recurrence following hernia repair, but they were silent about the type of statistical test used and the level of significance considered for comparing the parameters. Chi-square and Fisher exact tests are the commonly used tests for proportions involving qualitative variables. The study had recorded that postoperative pain was more (VAS score >5) with underlay repair than onlay repair (p <0.005) and anatomical repair (p <0.001). Applying
Fisher exact test with a p value of <0.05 taken as significant difference to the same set of observations revealed significant increase in pain intensity in underlay repair when compared to anatomical repair (p =0.002), but not in relation to onlay repair (p =0.052). Similarly in respect to the rate of recurrence following anatomical (6/21) and mesh repair (5/48), the difference was not found to be statistically significant with a p value of 0.077 on Fisher exact test. This casts a doubt about the authors' proposition for repair of all incisional hernias with mesh reinforcement on the basis of their study.
Follow-up loss of ≥20 % greatly reduces the validity of the observed results in a prospective study [3] . Loss to follow-up in this study stood at 21/90 (23.3 %) patients, and the recurrence rate was calculated in the remaining 69 patients. Since a total of 11/69 patients experienced hernia recurrence, the overall recurrence rate was 15.94 % and not 12 % as the authors had claimed.
Lastly, the ongoing quest for the ideal technique of incisional hernia repair in Indian scenario is still continuing. The breakthrough can only be achieved by a high quality randomized controlled trial having a large sample size from this part of the world.
